In this article, we review the literature as it relates to live simulation (defined in more detail below) within psychiatric education. Although there is also a plethora of emerging technical and virtual simulation methodologies using computers, mannequins, virtual reality, and other nonhuman simulations, these are not addressed in this paper. Our review brings to light seminal developments in the area of live simulation and psychiatry that have been introduced to learners of all levels. We endeavour to contribute to the understanding of human simulation as a methodology and examine the opportunities and challenges it affords psychiatric educators. We explore recent innovations that psychiatry educators have developed concerning simulation in teaching and assessment, and discuss emerging ethical considerations. Finally, we consider some possible future directions.
Our literature review spans the 20 years from 1986 to 2006. MEDLINE, ERIC, and PsycINFO databases were searched and a manual search was conducted of Academic Psychiatry, Academic Medicine, and Medical Education. Relevant literature outside the search parameters was also included. The search focused on psychiatric education beginning with the third and fourth clerkship years. Prior to these training years, mental health issues are typically encountered as part of the more general communication skills curriculum. Extensive literature related to simulation methodologies for the development of general communication skills exists; however, it is not addressed here. Our literature review is organized into sections describing assessment, teaching, and ethical considerations. Attention is given to the level of training at which each of these activities is being carried out.
Before delving into an examination of the literature, let us clarify what we are referring to when we are discussing live simulation in this article.
Patient Simulation
Live simulation involves the performance of a role, as part of an interaction, either through role play or enactment by a trained simulated or standardized patient. Within health professional education these interactions are often observed either by a facilitator, assessor or by peers. SPs originated with Dr Howard Barrows, a neurologist, in 1963 . He trained a group of volunteers to demonstrate neurological disorders and to examine third-year students. 1 The roles of real patients, SPs, and simulators in medical education have been described as a continuum, moving from real patients who have no training, to SPs who have been extensively trained. 4 The terms standardized patients and simulated patients are sometimes used interchangeably; however, this is somewhat misleading. The simulated patient as defined by Dr Barrows is "a normal person who has been carefully coached to present the symptoms and signs of an actual patient." 5 Standardized patients, in contrast, are "people with or without actual disease who have been trained to portray their own problem(s) or ones based on other patients," 6 in a consistent manner for evaluation of clinical skills in performance-based exams called OSCEs.
Simulation as a pedagogical tool has been taken up within psychiatry, as in many other disciplines, in a somewhat random fashion. Despite local sharing of successes and challenges in using patient simulation for the experiential teaching of psychotherapy and clinical psychiatry within individual institutions, there is little published literature about such activities before the 1990s. Knowledge about the added value of using standardized and (or) simulated patients in psychiatry education for teaching can be traced to articles about their use in OSCEs. [1] [2] [3] [4] 6, 7 
Role Play
Role play has a strong history within psychiatric education. Most notably, many articles can be found in the literature on psychotherapy teaching [8] [9] [10] and mental health nursing education. 11, 12 Of the more than 3000 articles resulting from a key term search of role play and psychiatry education, most were found within psychiatry nursing education literature. Many of these articles date back more than 30 years, giving us a sense of the historical importance of interactive and experiential learning within the mental health education field.
In role-playing, learners frequently take on the part of patients they have encountered and in this way are encouraged to explore attitudes and feelings as part of their professional development. As discussed by Crookall and Oxford, 13 there is little consensus about the terms used in the role-playing and simulation literature, with language such as simulation, game, role play, simulation game, role-play simulation, and role-playing game often used interchangeably. Despite the overlap between role play and simulation, there does seem to be some agreement that simulation is a broader concept than role-playing. Ladousse characterizes simulation as "complex, lengthy, and relatively inflexible, while role play is simple, brief and flexible." 14 Both methodologies offer important opportunities for learners to develop skills essential to therapeutic communication. They are similar in that real clinical situations can be recreated, allowing the learners to explore professional and personal behaviours, values, and attitudes, as well as to problem solve in relative safety. The differences pertain specifically to the position that the learner takes with respect to an interaction. In role play, they might be asked to be someone quite different from themselves and, with little or no preparation, perform in front of peers and teachers. The powerful emotions that might be experienced from portraying a patient's reality is thought to be important for the learner's development of empathy, compassion, respect, and positive regard. 10 In a simulation with an SP, by contrast, the learner is acting as him or herself in the role of a clinician. In this role, the student is able to apply clinical knowledge and practice clinical skills while experimenting with issues related to the acquisition of professional identity. Another key difference between role play and simulation activities concerns the stakes attached to the exercises in which they are used. Role play is optimal in teaching situations but can be problematic in evaluation exercises. Conflicts of interest and ethical breaches of confidentiality might result when students play patients in examinations for fellow students. Such a lack of standardization resulting in a perceived unfairness in oral examinations has led to increasing use of standardized patients. However, consistency and reliability of psychiatric simulations also remains a challenge. As will be discussed in the next section, it is for these reasons that using OSCEs have become central to the evaluation of clinical skills in psychiatry education.
Simulation in Evaluation
Objective Structured Clinical Examinations First described by Harden in 1975, the OSCE involves a rotation through a series of stations in which there is an encounter with an SP, model, or other standardized task in each station. 2 OSCEs are an adaptable evaluation methodology. They can be summative and high stakes, or formative and low stakes. In psychiatry specifically, there is a range in the number of stations employed, station length, and station design, depending on the level of the candidates and the purpose of the assessment. Some evaluations use SPs and others use students, faculty, or real patients. There has been an evolution in thinking about the subtlety and complexity that can be addressed in psychiatry OSCE cases, a growing awareness of the importance of the context within which exams are situated, and more attention given to ethical considerations such as role-playing impact on actors as well as students.
Undergraduate Psychiatry OSCEs
While OSCEs have been used in many medical disciplines since the 1970s, psychiatric educators were initially slow to adopt this method of evaluation. 15 However, since 1990, psychiatric OSCEs have gained popularity and are presently widely adopted. 16 The first article describing a psychiatry OSCE for medical students was published in 1991 by Famuyiwa et al. 17 These authors describe 6 years of experience with a psychiatry OSCE for the assessment of medical students at the University of Lagos, Nigeria. They found that the "OSCE is practicable in undergraduate psychiatry assessment" and that "it has satisfactory reliability and criterion-based validity." They conclude that "subtle, less tangible elements that determine students' performance, such as social interactional mystique and some personality traits, are worthy of evaluative research." This article identifies 2 issues: the psychometric properties of the OSCE format as an evaluation technology and the quality of the experience for learners that have become the centrepiece for many studies and ensuing articles.
Research on psychiatry OSCEs in Toronto followed fast on the heels of the implementation of a psychiatry clerkship OSCE in 1995. Starting with a description of a 4-station pilot OSCE for fourth-year clerks by Hodges and Lofchy 18 in 1997, a series of articles was written by a group called PSAP. It set out a course of extensive investigations into the use of the OSCEs and standardized patients resulting from the authors' experiences with an evolving psychiatry clerkship at a large medical school. The result is a series of research projects and publications that have led to a greater understanding of the assessment of psychiatric skills. [19] [20] [21] [22] [23] [24] The articles examine issues including the psychometric characteristics of an undergraduate OSCE, its sensitivity to students' level of clinical knowledge, and problem solving and the assessment of nascent professional skills related to the management of difficult patient presentations. 19 The work of PSAP culminated in an article entitled "Creating, Monitoring and Improve a Psychiatry OSCE: A Guide for Faculty," 22 which was published in the fall 2002 issue of Academic Psychiatry. The entire issue is dedicated to OSCEs and standardized patients within psychiatric education.
Apparent in the variety of articles in this issue is the adaptability of the OSCE methodology. While OSCE stations that are between 10 and 15 minutes long are most common at the undergraduate level for many reasons, including efficiency and cost-effectiveness, one article in the issue, entitled "Simulating a Full-Length Psychiatric Interview With a Complex Patient," 25 describes an OSCE made up of "one full length, in depth psychiatric interview" for a third-year class. The station was 45 minutes long and described a woman with a multiaxial diagnosis. The OSCE was evaluated for its reliability "by examining the consistency of the grading," and for validity "by comparing scores on the OSCE to previously established means of evaluating students during the clerkship." Both reliability and validity scores were found to be satisfactory by the authors.
Another article, describing a modified OSCE for final-year medical students in New Zealand, 26 introduced the OSCE as an incentive to refocus students from what they described as Walters et al explored the development, validity, and reliability of a multimodality OSCE in undergraduate psychiatry that integrated interactive face-to-face and telephone-based history-taking and communication skills. The authors conclude that integrating a range of modalities, including communication skills, history taking, telephone communication, video assessments and problem-oriented written stations into an OSCE results in a feasible, generally valid and reliable psychiatry assessment for undergraduates. 27 Bennett et al 28 describe a study that examined the effectiveness of a clerkship entitled "Psychiatry Clinical Standardized Patient Examination" to improve students' performances on the psychiatry component of the clinical competency examination that is used at their institution (University of Cincinnati). The authors found that students who previously had conducted a comprehensive psychiatric interview of a standardized patient during their psychiatric clerkship demonstrated significant improvement in data gathering, safety assessment and professional demeanor.
They conclude that "the use of a standardized patient during a third year psychiatric clerkship provides a potentially valuable experience that may improve the students' intervening skills."
Postgraduate OSCEs
The development of OSCEs at the postgraduate level grew in part as a response to an interest in developing more equitable evaluation practices for certification. In Canada and the United States there has been interest in exploring methods other than the traditional oral examinations, which are seen by some to be unfair and ethically problematic. [29] [30] [31] Specifically in 1993, the RCPSC published a "Report on the Evaluation System for Specialist Certification," 31 which stated that "all examination Boards should justify their need to retain or introduce oral examinations as part of their evaluation process." The report recommended improving reliability in 2 ways: using multiple observations and increasing standardization, including standardization of content, passing criteria, and measurement instruments. As a means of achieving greater standardization, since 2005, the RCPSC discontinued the use of real patients in favour of standardized patients or other standardized examination formats in all of their certification examinations. However, real patients remain a cornerstone of postgraduate evaluation, and trainees are expected to complete numerous observed formal clinical assessments with real patients to qualify for their final RCPSC examinations. While many would agree that using SPs for certification examinations in psychiatry would go a long way toward standardizing the content by reducing much of the variability associated with real patients, there has not been widespread agreement that SP presentations in psychiatry would be sufficiently realistic or authentic for examination of senior trainees. For this reason, the RCPSC Psychiatry Examination Board chose to adopt a 9-station OSCE (20 minutes per station) that employs a variety of video and paper cases, and some examiner role-playing, but does not yet use standardized patients. While there is much evidence from other fields of medicine that standardized patients can present clinical scenarios in a very realistic way, 1, [32] [33] [34] [35] there is also evidence that in the portrayal of affect and response to open-ended questions, there can be significant performance variability. 3 Accurate affective presentation is particularly important to simulations of psychiatric disorders at the certification level when candidates are required to demonstrate sophisticated responses to subtle emotional cues and symptoms. Candidates' ability to attend to, identify, assess, and respond to patients' distinctive styles as they unfold during the doctor-patient interactions are crucial at this specialist level of evaluation.
Resistance to the use of simulation in evaluation of residents might reflect these concerns. John Norton, 36 a residency director and ABPN examiner, described his attempt to prove, through a set of mock assessment exercises, that the use of actors would not work in the ABPN oral board examination format. His concerns echo others who feel that "it is not clear that actors can realistically portray a clinical condition they have not personally experienced" and most importantly that simulation may not authentically recreate "counter transference, a key aspect of the evaluation process that may not occur to the same degree if patient-actors are used." 36, p 176 Interestingly, the exercise, which involved 12 mock oral examinations, was deemed to be overwhelmingly positive. The approach was found to have high face validity, both by faculty raters and by resident participants. Significantly, the process was not seen as superficial by the residents, with 87% reporting transference and countertransference experiences. Although this was a role-play exercise, the authors stated that their experience suggests that the use of qualified patient-actors may be effectively used during the actual board examination in psychiatry.
Concerning the ABPN certification examination, Yudkowski 37 further explores the issue of using OSCEs, compared with the traditional oral examinations. She suggests that "although an assessment based on an interaction with an actual patient has tremendous appeal . . . there is much to be gained by moving to the use of simulated patients." She cites numerous articles that describe the use of SPs in postgraduate assessments and the generally positive results. Two such articles include one by Loschen 38 and another by Hodges et al. 20 Loschen 38 describes an OSCE for second-and fourth-year residents in which 45-minute stations were used. The students rated both the overall examination and the quality of the SPs very positively. In the study by Hodges et al, 20 15 residents took a clerkship OSCE for validation purposes. Eighty percent agreed that the simulations were realistic and reflected situations that a psychiatry resident would encounter. Yudkowski further reports that the ABPN conducted 2 studies to establish whether SPs could perform psychiatric cases realistically enough for the board level examination. The results were positive and a collaboration to explore the usefulness of this testing methodology for specialty certification was formed with the Educational Commission for Foreign Medical Graduates.
More recently, an article 39 published in the United Kingdom describes the OSCE that has replaced the individual patient assessment of the membership examination of the RCPSC (that is, MRCPsych). The paper describes the "first ever postgraduate psychiatry OSCE in the United Kingdom" and the residents' perceptions about the experience. A questionnaire based on the one used in the validation study by Hodges et al 20 was given to 36 junior residents. They reported feeling that "the OSCE might allow for a fairer comparison with peers and a broader assessment of clinical skills." The authors discuss concerns about the appropriateness of the examination for more senior residents, "suggesting that advanced competencies, such as therapeutic alliance, transference issues and synthesizing bio-psychosocial factors can be difficult to properly assess in shorter OSCEs." A slightly longer OSCE was introduced following the findings of the first study with "greater emphasis on reasoning, decision making, management, etiological factors and psychodynamic formulation." 39 The authors conclude with a call for further research to address the persistent questions around the ability of SPs to portray complex cases.
Role Play in Evaluation
The use of role play in summative psychiatric assessment is not as well documented as the use of SPs; however, both the pilot OSCE for clerks run by Hodges and Lofchy 18 and a residency OSCE run by Norton 36 involved faculty or student role-players, respectively. As mentioned earlier, ethical issues arising from students portraying emotional roles and interacting with peers, as well as possible conflict of interest, make role play less than ideal for high stakes assessments. However, 2 considerations make the use of role play in OSCEs more desirable: cost and faculty development. First, role-playing is generally much less expensive than the use of SPs. Second, faculty involvement in an OSCE can act as faculty development and, as Melding 18 discovered, might reveal gaps in learning.
Future Directions
In a look at the future possibilities for simulation in psychiatric education, the December 2006 issue of Academic Psychiatry reviews future applications and challenges for different simulation technologies in psychiatric education. Srinivasan and colleagues 40 These authors outline the benefits and challenges of embarking on such a high-tech path. Their critical analysis of new integrated technologies suggests that the same educational concerns will apply to evaluation exercises, whether they are live or virtual representations of live performances.
Perhaps the most important questions for psychiatric educators to ask themselves are, What do I want to teach/test? and Which of the methodologies available to me will do the best job?
In most undergraduate, postgraduate, and certification evaluation literature, the evidence regarding the psychometric properties (reliability and validity) of OSCEs is strong. There seems to be widespread agreement about the utility of such simulations for assessment in psychiatry, at least at the medical student level. The debate regarding the standardization of SPs and their effectiveness in portraying complex cognitive, emotional, and physical behaviours for assessment at higher levels continues, however, as does discussion regarding the most appropriate examination format for board certification in the United States, Canada, and Australia.
Simulation in Teaching
Teaching Literature There is a growing body of literature reporting on experiential and interactive simulation methodologies in teaching psychiatry and psychotherapy skills. In part, this growth is due to the demand for practice with simulation created by the dominance of OSCEs. However, as mentioned earlier, the use of simulation for teaching predates the rise of the OSCE. At the undergraduate level, simulation has long been used for teaching and practicing interviewing skills. At more senior levels, affective and diagnostic challenges can be built into simulations to challenge and hone diagnostic thinking and therapeutic alliance-building skills.
Clerkship Teaching
Changes in the delivery of psychiatric care driven by such shifts as deinstitutionalization, community-based care, and in the United States, managed care, have greatly altered the educational milieu for third-year psychiatry clerkships. The number of inpatient beds is greatly reduced and inpatient care is brief and aimed at stabilization. Only the most refractory, chronically ill patients are hospitalized for any appreciable length of time. 36 Although psychiatry practice has shifted to ambulatory settings, clerkships in psychiatry remain largely inpatient-based. 41 Such changes, along with the introduction of national licensing OSCEs, in the United States and Canada, has created a demand for access to simulations to practice clinical skills.
In the special theme article on the use of standardized patients to enhance clerkship teaching published in Academic Medicine, 41 a pilot course on clinical psychiatric assessment and diagnosis for third-year medical students at the Uniformed Services Health Sciences Medical School is described. The primary objective of the pilot course was to teach psychopathology, with secondary goals of teaching psychiatric interviewing techniques and interpersonal effectiveness. The authors report that 112 students taking the course in 2001/2002 ranked their SP experience as one of the most useful learning experiences in the clerkship. Students highlighted the exposure to different patients as valuable, providing them with the opportunity to become more comfortable interviewing, to receive feedback from the SPs, and to watch their videotapes with faculty. In other articles, both role play and simulation are reported to be effective in teaching more specialized topics such as diagnosis, management of substance abuse, 42, 43 and interviewing techniques for taking a mental status exam. 44
Postgraduate Teaching
The advantages of having real patients interact with and provide feedback to students are invaluable [45] [46] [47] ; however, interaction and feedback might not be possible in a consistent and reliable manner. SP involvement in teaching psychiatric and psychotherapeutic interviewing skills has advantages similar to their use in OSCEs. Coyle et al 48 outline the obstacles of traditional models of teaching in psychotherapy skills. These include patient factors such as the inherent unpredictability of when learning may occur, constraints imposed by reimbursement sources, the intrinsic ambiguity of psychotherapy situations, and the time lag between a resident's therapy work and the supervision of the case that occurs in traditional training methods. The authors found that these obstacles may be overcome by engaging SPs in teaching situations. Importantly, they found that the "ambiguity inherent in psychotherapy can be addressed immediately, and appropriate skills can be practiced with spontaneous feedback from peers, faculty members and the patient." 48 The ability of SPs to embody a complex set of often contradictory cognitive, psychological, and emotional features is a challenge not only for the actor but also the clinician educators' writing cases and training. One of the most important skills that SPs bring to their work in psychiatry is their flexibility and ability to reflect not only on the patient that they are portraying but also on their own personal response to the psychopathology being presented.
Klamen and Yudkowsky 49 wrote about the use of SPs in 1-hour, videotaped sessions used in an introduction to psychotherapy course. The course was a 9-week introduction to psychodynamic psychotherapy course for 11 first-year psychiatry residents. The SPs were not given a role but were told "to come in with a problem either real or concocted." 49 The veteran SPs were given no other instruction. Resident responses to the use of standardized patients were very positive. Residents specifically mentioned the videotaped standardized patient interviews as a feature they appreciated. The authors conclude that "SPs can provide valuable learning opportunities without giving rise to concerns that complicate the videotaping of actual patients." 49 Further to the work by Yudkowski and Klamen, 49 Ravitz et al 50 conducted a research study using a staggered cohort design with 27 family medicine residents that targeted communication problems and used videotaped review of encounters with SPs. Designed to help clinicians acquire therapeutic communication skills and better manage difficult patient situations, a brief, intensive educational intervention was given. One-on-one coaching was provided by experienced psychotherapy supervisors based on 4 videotaped encounters between the residents and actors who simulated the same set of standardized, difficult patients. As well, feedback was also provided by SPs. Pre-post changes in interviewing competence revealed significant improvements. Some authors have raised concerns about the ability of SPs to present emotionally realistic depictions for teaching. Krahn et al 51 ran a pilot study comparing undercover standardized and actual psychiatric patients. SPs were trained and randomly mixed with actual patients for an introductory psychopathology course. The authors found that the students could usually identify the SPs and felt less attentive and empathetic toward them. The authors speculate that students and faculty might have been distracted and biased by their efforts to identify which patients were imposters. Of interest is the authors' conjecture about the inability of the students and faculty to engage empathically when they perceive they are being tricked. The authors conclude with a call for further research into the use of standardized psychiatric patients in teaching settings.
Simulation in its many forms is adaptable to a myriad of formative and summative educational activities. Nevertheless, questions remain regarding the limits of live simulation with respect to acquisition of therapeutic skills in contexts that are divorced from actual professional practice contexts and from real patients.
Ethical Issues
An important contribution to the literature on simulation in health professional education generally and psychiatric education specifically is made by studies examining the impact of role enactment on SPs 23,52-59 and on students taking part in such activity. 60 The experiences of real patients participating in evaluation and teaching can be added to this discussion. 61, 63 Concerning SPs in psychiatry, Broquet 63 suggests that "the histories that SPs must learn are more complex, and the simulations sometimes alien. Everyone has been sad at some point and can relate to that in simulating depression, but most have not experienced auditory hallucinations or mania." Articles reporting on simulated and (or) standardized patients engaged both in psychiatric evaluation and in teaching support this contention. There are reports of mental and physical exhaustion, 23, 54, 55 role adherence, 23 and blurring between the role and the person's real life. 23, 54 An added level of concern is identified in the literature on the use of adolescents in psychiatry roles. 24, 57, 59 The possibility of role contagion in this age group is an important consideration when recruiting and training adolescents for psychiatry roles. Despite negative effects reported by SPs enacting psychologically and emotionally complex roles in an OSCE context, motivation to continue portraying psychiatry roles remains high. 23, 55, 56 The reasons reported by the SPs are multiple and include the important social value of the work and the opportunity to learn. Similarly, Spenser and Dales 59 agree that, despite the benefits seemingly outweighing the disadvantages of simulation, it is important to "understand all the possible factors that may influence the SPs psychological and emotional well-being-not just the demands of the role but the context, including the behaviours and attitudes they observe."
In a survey study comparing real patients taking part in the oral long case for the RCPSC exams for psychiatry and SPs who portrayed similarly emotionally complex patient roles, the authors found that "volunteer psychiatric patients experience the RCPSC oral exam as positive, with minimal negative impact." 61 Most of the written comments made by the participating patients were positive and reflected altruistic reasons for participating. In fact, many studies report that positive rewards outweigh the negative effects. [55] [56] [57] [58] Both for real and for simulated patients, a sense of contributing to society through participation in educating future physicians is reported as a significant factor in maintaining involvement in such demanding work.
Describing the importance of debriefing and de-roling from simulation, articles are emerging in response to concerns about the impact not only of simulation but also of role play. Stafford 60 has written about the need for students to de-role and debrief as a way to cope with possibly traumatizing experiences while taking on the role of a doctor in difficult situations. She concludes that "like actors left 'stuck in role,' students who role-play can be left carrying feelings that do not appropriately belong to them." She suggests that "debriefing must 'capture the learning' and allow the discharge of emotions."
An emerging issue related to increased sophistication in simulation technologies concerns the ability of simulation to create new realities. Where simulation represents what is real and defines it in new ways, Baudrillard 64 introduced the idea of "hyper reality." Students learning about clinical presentations and diagnostic criteria through simulation exercises and performance-driven evaluations are developing skills that will shape their future professional practice. Hanna and Finns 65 suggest that there are important differences between the student-doctor/actor-patient encounters and real doctorpatient relationships that might be encouraging students to become simulation doctors who act out good relationships with their patients but have no authentic connection with them. This is a wakeup call to the health professional education community and particularly relevant to psychiatry educators. It is also an opportunity to deepen our understanding of knowledge transfer through a critical examination of simulation as a technology of cultural work.
Conclusions
Live simulation is used in teaching, assessment, and research at all levels of training in psychiatric education. Role play can be an effective simulation teaching technique to introduce students to patient experiences. Caution should be used when engaging student peers in examinations. Simulated and (or) standardized patients are useful and appropriate for undergraduate teaching and assessment, including psychiatry OSCEs. Simulated and (or) standardized patients are well accepted by residents for postgraduate teaching, including psychotherapy. There remains controversy and a need for further research regarding the use of SPs for assessment of senior residents, including certification. Finally, psychiatric educators have the opportunity to extend their understanding of simulation technologies through critical examination of these educational practices, professional application, and theoretical implications.
Résumé : Formation et simulation en psychiatrie : un examen de la documentation
Objectifs : Les méthodologies de simulation font partie intégrante de l'éducation des professionnels de la santé à tous les niveaux de leur formation et dans toutes les disciplines. Cet article examine la documentation sur la simulation dans la formation psychiatrique et explore les récentes innovations ainsi que les considérations d'ordre éthique soulevées relativement à l'enseignement et à l'évaluation.
Méthode : Les auteurs ont cherché dans les bases de données MEDLINE, ERIC, et PsycINFO pour la période de 1986 à 2006, au moyen de multiples termes de recherche. Une recherche manuelle détaillée a aussi été menée dans Academic Psychiatry, Academic Medicine, et Medical Education. De la documentation relevant indirectement des paramètres de recherche a aussi été incluse.
Résultats : Sur plus de 5 000 articles extraits de la documentation sur la simulation et la formation des professionnels de la santé, 72 articles et livres utilisaient les termes simulation et patient simulé ou jeu de rôle et formation en psychiatrie. Sur les 900 articles retenus sur les examens cliniques objectifs structurés (ECOS), 24 articles relevaient spécifiquement des ECOS en psychiatrie.
Conclusions :
La simulation vivante est utilisée en enseignement, en évaluation et en recherche à tous les niveaux de formation de l'éducation en psychiatrie. Les patients simulés et normalisés sont utiles et appropriés pour l'enseignement et l'évaluation, et sont bien acceptés tant aux études de premier cycle qu'à la formation postdoctorale. Le jeu de rôle occupe aussi une place importante. Il faut plus de recherche en ce qui concerne les implications de différentes technologies de simulation en psychiatrie.
